rates that we found must reflect different readmission thresholds. The propensity to readmit might be predicted to correspond with increasing age and the perceived frailty of patients in older age groups. But the difference relating to sex remains more difficult to interpret., There were appreciable differences among the readmission rates in different specialties with those in surgical specialties being lower than in medical specialties (for example, general surgery 4 1% v geriatric medicine 15 1 %). This finding fits with known differences of case mix and severity. General medical patients commonly have more than one illness or problem and have more chronic conditions, both of which might result in an increased likelihood of readmission. The readmission rates at 28 days are similar to those found in the Oxford record linkage study." Surprisingly, for each specialty the differences in readmission rates among districts were not significant once the rates were standardised for age and sex. This suggests that reliable annual comparisons between districts will require data aggregated from more than one specialty. Furthermore, it should be remembered that similar specialties in different districts are liable to have differences of case mix and severity that systematically affect the readmission rates. This effect was not examined here but will need to be considered if rates are to be compared reliably. Differences among readmission rates for individual consultants within the same specialty over a year are likely to be based on too few events to allow reliable comparisons. Data This study concerns unplanned readmissions to hospital at fewer than 28 days after an index discharge.
(The basis for this definition is explained in the previous paper.6)
Methods
The study was performed in an outer London district in North East Thames region. The Korner reporting system was used to generate a list of case note numbers of general medical, geriatric, and general surgical patients who had an unplanned readmission between July 1987 and June 1988 after a planned or unplanned first admission. A random sample of 100 case note numbers was selected from a sampling frame of 481 patients with unplanned readmissions that occurred at 0-6 days or 21-27 days after discharge in the selected specialties; case notes for general medical and geriatric patients were selected and analysed together (table II) . Those parts of the case notes relating to both admissions were copied and the identity of the patient and his or her clinical attendants were masked. The copies were circulated to teams of assessors, who were asked to assess the avoidability of the second admission with respect to the hospital care given in the first admission. The teams included senior and junior general surgeons, general physicians, and public health physicians, and there were five medical and four surgical assessors. They were asked to classify the readmissions as avoidable, unavoidable, and unclassifiable according to a classification scheme provided to 
Analysis
The avoidability of readmissions at 0-6 days after discharge was compared with that of readmissions at 21-27 days, and 95% confidence intervals were calculated for the proportions of avoidable readmissions with the binomial approximation to the normal distribution. Avoidability of readmissions in general medical and geriatric patients was compared with that in surgical patients, and variability within cases and among observers in assessing avoidability was analysed.
Results and discussion
Of the sample of 100 case notes, 74 were available for further investigation (table II) The assessors identified "calculated risk" as an important cause for readmission and suggested that patients were commonly allowed home early to see whether they would manage, having been told of any complications to be aware of.
Of the 100 case notes selected for study seven were found to have been miscoded because they did not refer to a readmission, the patient was from the wrong specialty, or transfer of a patient had been wrongly coded as a readmission. This underlines the fact that use of readmission rates as an outcome indicator will partly reflect differences in the quality of data collection among different districts.
The assessors found surgical readmissions significantly more avoidable than medical readmissions, confirming previous research. Further, readmissions within 0-6 days were found to be significantly more avoidable than those within 20-27 days. Although such a finding might be predicted, it has not previously been reported. The extent of agreement between assessors varied, with readmissions of medical patients at 21-27 days after discharge causing the most disagreement. This might be predicted: the presence of multiple conditions is common in general medical and geriatric patients and is likely to make the reasons for readmission at up to a month after discharge from hospital difficult to disentangle. The category "unclassifiable" was seldom used, suggesting that mostly assessors were able to rate a readmission according to its avoidability. However, the number of avoidable readmissions found was lower than in some other studies5 and might have been increased by using more independent assessors.
The pattern of hospital care is changing' with a good use of hospital beds entailing shorter length of stay and a recognition of the ability of patients to care for themselves. In the district studied, as elsewhere, clinicians are apparently starting to encourage responsibility and self care by allowing patients home earlier than they might otherwise have done, on condition that they return if their condition deteriorates. This practice raises the rate of unplanned readmissions and would be much less used if readmission rate were introduced as an indicator of outcome.
The few avoidable readmissions found, even in early surgical readmissions, suggests that trying to reduce a readmission rate by improving the standard of care given may have little effect. The findings suggest that the use of readmission rate as an outcome indicator of hospital inpatient care should be avoided.
